Relationship between urinary and serum growth hormone and pubertal status SIR,-We read with interest the paper by Crowne et al on the relationship between serum and urinary growth hormone concentrations during puberty.' As the authors pointed out we carried out very similar studies and came to very different conclusions. In our early studies of 24 normal children of both sexes over the full range of puberty stages we found very good correlation (r=0-79, p<0 001) between urinary growth hormone excretion and overnight mean plasma growth hormone concentration.2 We have recently extended these studies comparing diabetic and normal adolescents and found the same correlation in both patient groups (r=0-70, p<O-001).3
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Crowne et al suggest that the discrepancy between their study and ours could be explained by the fact that we studied mostly children in early puberty. In fact the predominance was in late (Tanner stages 3-5, n= 15) rather than early puberty (stages 1-2, n=9). We have reanalysed our most recent results and still observe the same good correlation between urinary and plasma growth hormone in late (r=0-69, n= 17) and early (r=0 71, n= 19) puberty in both sexes.
The methodology for measurement of both urinary and plasma growth hormone concentrations was very similar in our studies and that of Crowne et al, and we believe that the important differences between the two studies are the collection methods and the way the urinary growth hormone data are presented. In the majority of their subjects Crowne et al used a 24 hour collection period with a 20 minute sampling interval for the serum profiles, whereas we used overnight collection with 15 minute blood sampling. The relationship between urinary growth hormone excretion and plasma growth hormone concentrations may not be constant throughout the 24 0-22 (0-03) 0-21 (0-02) [30] [7]
[37] [13] [13] growth hormone excretion rates are expressed as a ratio of creatinine excretion therefore, it will be difficult to discern any increase of excretion of growth hormone during puberty, and any correlation which exists with plasma growth hormone concentrations will be lost. If a small group were studied over a limited range of puberty stages, this change in creatinineexcretion would not be so significant, and indeed Crowne et al did present some data to support this position. In the subgroups of prepubertal children and in the group of six boys in early puberty, significant correlations were seen between urinary growth hormone excretion related to creatinine and mean serum growth hormone concentrations (r=0-82 and r=074 respectively). ' We believe that a note of caution should be added to the use of urinary creatinine ratios during puberty, and suggest that urinary growth hormone excretion should be expressed as a timed excretion rate without reference to creatinine. In our experience this does reflect overnight mean plasma growth hormone concentrations with some accuracy during normal puberty. confirmed in a larger series of 100 newly diagnosed patients from our own institution that included children with leukaemia.5 Attempts to assess energy intake at diagnosis suggested that a large number of patients (44%) were consuming considerably less energy both than the recommended daily allowance for their age, and estimates of their own previous 'normal' intakes. Children with intra-abdominal solid tumours were more likely to be malnourished at diagnosis (35%) than those with leukaemia (15%) or extraabdominal solid tumours (7%). It is evident that the presence of a large tumour load in a young child (with or without ascites or pleural effusion) could have a significant influence on weight and weight for height, making this an unreliable index of nutritional status at diagnosis.
